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CHAPTER I 
THE SIGNIFICANCE AND ANALYSIS OF THE 
AREA STUDIED AND METHODS USED 
Public Relations Importance. In recent years the 
threat of socialized medicine has forced the medical pro-
fession to reexamine its principles, charact.eristics. and 
objectives. One result is that increasing attention is 
being placed on the doctor-patient relationship. This 
is one of' the most vital factors in our present medical 
structure because a patient's decision to accept or re-
ject governmental intervention and control of' medicine 
will depend largely on the kind of relationship which 
has been created between· the patient and his doctor. 
Therefore, the medical profession can help strengthen 
and preserve dynamic freedom for its members and our 
society by assuming the leadership in building a more 
successful doctor-patient relationship. 
Statement Of The Objective. It is the purpose of 
this study to analyze the doctor-patient relationship 
(1) by exploring some of the significant historical high-
lights; (2) by exposing and tracing from a public re-
la.tions standpoint those specific factors which have been 
most instrumental in creating the present situation: an 
alarming trend toward the socialization of medicine and 
2 
the delayed but growing awa.reness by some in the medical 
profession of the need for establishing and applying 
principles of good human relations; (3) by further i-
dentifying and verifying those factors in the present 
situation which have public relations significance by 
an analysis of the opinions and attitudes of physicians 
and patients, and by the utilization of such specific 
case examples as have proved suitable; and (4) by pre-
senting conclusions and suggestions based on the pre-
ceeding evidence which point toward improving the doctor-
patient relationshipe 
CHAPTER II 
DOCTOR-PATIENT. RELATIONS BEFORE AND 
THROUGHOUT THE MIDDLE AGES 
Much has been written in regard to the life and 
times of man throughout the many phases of his civili-
zation and such his.tories ha.ve included, in great de-
tail, human ills and their treatment. However, in the 
growth of medicine as with other fields, most emphasis 
has been placed on significant discoveries and the dis-
coverers, and of the two principals, the doctor and the 
patient, the latter has been largely forgotten, con-
tributing seemingly-only numbers to the general develop-
ment. 
The historical summary of the &vo1ution of the 
doctor-patient relationship in this study is necessarily 
brief and is included to serve as a point of contrast 
for the more recent characteristics of the medical 
structure. 
The first portion of this summary beginswith primi-
tive medicine and ends in the fifteenth century, the ap-
1 
proximate end of the Middle Ages, and reflects those 
features which have had a direct and lasting influence 
1 T. w. Wallbank and A. M. Taylor, Civilization Past 
and Present, Volume 2, (New York: Scott, Foresman & Co., 
1942) t pp. 17-27. 
4 
on the doctor-patient relationship. Much of the summary 
is concerned with western civilization, especially during 
the Middle Ages and on, as it characterized, generally, 
that which was taking place throughout the known world 
at that time. 
Supernatural, Suffering, and Specialization. 
Doctor-patient relations have always existed. When 
history's first victim of a demon's wrath needed and re-
ceived the help of another human, however skilled, opinions 
were formed, reputations were established and the first 
multi-colored threads of an intricate pattern called 
doctor-patient relations were woven. 
Tpe mechanics of that early relationship, good, bad 
or indifferent, were simple. A devil had invaded a part 
of the body and unless released the patient would con-
tinue to suffer and, more often than not, die. Here lay 
the rudiments and inspiration of a process which has led 
to great discoveries and constant improvement in the re-
lief of a stricken and tor~9dpatient. The faint be-
ginnings of modern scientific and cultural reasoning 
2 
suggested Clendening were exemplified by this early 
2 Logan Olendenins, Behind the Doctor, (New York: 
Alfred A. Knopf, 1933), p. 43. ---
crisis, when in order to release the devil, it seemed 
logical to knock a hole in the invaded section of the 
body. 
5 
The mysterious forces that were at work demanded 
the selection of a particular caste, gifted in dealing 
3 
with unseen powers, and, according to Frazer if social 
progress consists mainly of a successive division of 
labor, the medicine man appeared to constitute the 
oldest professiona·l class in the evolution of society. 
Hence, a wanting patient and a needed doctor may have 
created the first move toward specialization. 
Within the structure of most primitive tribes, as 
4 
Alvarez pointed out, probably there were two types of 
medical practitioner. One who dealt with the super-
natural, utilizing charms, spells and ceremony, and 
another who squeezed pus from ugly boils, pushed jagged 
bones into place, and bathed bleeding noses with cold 
water. Of the two, the witch doctor has remained 
essentially the same, evolving into many roles including 
the priest, monarch and magician, while the healer has 
3 Sir James George Frazer, The Golden.Bough, (New 
York: MacMillan Co., 1922), pp. 121-122. · 
4 Walter C. Alvarez, "The Emergence of Modern Medicine 
from Ancient Folkways", s. Rapport and H. Wright, editors, 
Great Adventures of Medicine, {New York: The Dial Press, 
1952), pp. 9-27.--
6 
be_ come the modern physiciane The patient who had a 
backache then, as startling as it might seem, undoubted-
ly felt like, probably acted like, and possibly knew as 
much about the backache as the patient of today. 
Plagues, Physicians, ~Patients. The advent of 
recorded history indicated that the gradual increase in 
'• 
human knowledge in many directions brought new advantages 
and greater complexities to mankind in general, while the 
more rapid increase in human numbers brought new ills and 
greater grief to doctors and patients in particular. 
Many stirring accounts have been sketched on walls, 
told by ancient story tellers, and written in clay con-
cerning the outbreaks of epidemic disease. ~fuen large 
numbers of people with little knowledge of hygiene, 
proper sanitary measures, and inadequate facilities for 
caring for those stricken by an unknown sickness, move 
together across the land in searoh of greener pastures 
or warmer climates, there was every opportunity for the 
start and spread of plagues. 
A general idea of these terrifying epidemics has 
5 
been graphically described by Zinsser who advanced the 
theory that even the fall of Rome was due in great part 
5 Hans Zinsser, "Epidemics and the Fall of Rome", 
Ibid., pp. 58-70. 
to violent, life erasing pestilence, It was not un-
common to count 10,000 deaths per day during one of 
these outbrea.ks. Bodies were piled in great ships 
which were then set adrift bearing the germ infested, 
rotting remains of those fallen. Whole families were 
completely destroyed. Public buildings were locked 
and barred while the dead were dropped through the 
roof, and when full, the roofs were replaced, sealing 
the horrible tomb. 
Such terror usually ensued that the sick went 
6 
untreated. During the Byzantine plague Boccaccio 
reported that at first a few died, then there were 
five thousand, later 10,000 deaths per day. The 
physicians ttthe number of whom, taking quacks and 
7 
women pretenders into account was grown very great", 
7 
knew no cause or cure of these diseases and consequent-
ly few or none of the patients escaped. 
8 
It is highly reasonable to assume, as did Zinsser, 
that because of the mass conversions by a terrified 
population to the new faith which offered a life here-
· after, Christianity owed a considerable debt to plagues 
6 
Giovanni Boccaccio, ttplagues 11 , Ibid., p. 70. 
7 Ibid., p. 71. 
8 
Zinsser, ££• cit. 
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8 
for its rise and dominance in the affairs of men through-
out the later Middle Ages. Even medicine, regardless of 
the sound progress by such men as Hippocrates and Galen, 
was bequeathed by the bewildered patient into the hands 
of the clergy. 
Middle Ages, Missionary Apostolics, and Medical Art. 
The salient chara.cteristic of the Middle Ages was that 
the populus of the period held a common religious belief 
as prescribed by the Roman Catholic Church. They existed 
together under the administration of the Divine. The 
Church regula.ted and held sway over all human activities 
including medicine which was subject to many ecclesiasti-
cal laws. The shedding of blood, for example, was for-
bidden, consequently, all surgery was done by "uns.crupu-
9 
lous charlatans and barberstt. Dissection was illegal 
and immora.l in the eyes of the Church and in the minds 
of its subjects. It was completely logical to assume 
that the body which was to be ressurected would need 
10 
all its parts to function in heaven. One of the possible 
results of this condemnation by both religious and public 
opinion, preventing any attempts at scientific inquiry 
9 
Wallbank and Taylor,~· £!1., p.54. 
10 Clendening, 2£• cit., p. 58. 
11 
Wallbank and Taylor, .2.£• cit., p. 54. 
9 
by physicians, was the general condition of public 
11 
health which in turn caused the "Black Death", killing 
fifty million people in the twelfth and thirteenth 
centuries. 
Tradesmen, Trickery, and Triviality. Although 
medical schools were established, such as the Medical 
12 
School of Salerum which dated back to the ninth century, 
at best the doctor in the public eye was a tradesman, 
not a professional man, who pursued the same business 
goals as did the butchers, tanners and millers. Most 
of the practicing physicians were quacks, pure and 
simple, with st.rictly guarded secret remedies compounded 
to meet the pocketbooks of their patients, and as 
13 
Robinson suggested, most practices were limited to the 
nobility, wealthy businessmen and higher clergy. Mid-
wives did all obstetrics, and the mark of a good surgeon 
was the speed in which a leg or arm could be amputated 
by those amazingly skilled but germ-laden hands. 
The literature of the age gave indications of the 
medical public relations and the physicians' reputation. 
11 Wallbank and Taylor, 2£• cit., p. 54. 
12 
Victor Robinson, M. D., Victory Over Pain, (New 
York: Henry Schuman, 1946), p. 25. 
13 
Ibid. 
10 
14 
Chaucer's "Doctor of Physic" was a prime example, des-
cribed as one who could cast the horoscope, studied the 
Bible, knew the cause of every sickness, and loved gold 
for both its medicinal and mercenary benefits. Many 
authors, from Thomas Nash to Shakespeare, referred to 
the 'Physic' and proved his well known, however credit-
able, service to humanity. 
Businessmen, Barbers, ~ Butchers. Here was an 
age where shops and stores were forming in the favored 
centers in order to conduct business with the . 
feudalistic peasants in the area. In the process lay, 
among other things, the birth of capitalism and 11 modern 
15 
public relations 11 • The self-governing town was started 
and influenced the creation of the strong centralized 
government that replaced feudalism. Gilds and associa-
tions were formed with distinct and separate services 
to distinct and separate publics. Classes including 
the physician, pharmacists, town officials and scribes 
14 . 
P. J. Whiting, et al., The College Survey of 
English Literature, (New York:~arcourt, Brace and 
Company, 1942), Volume One, p. 89. 
15 N. s. B. Gras, 11 Shifts in Public Relations", 
Bulletin of the Business Historical Society, (Boston: 
Business Historical Society, Inc., 1947}, p. 13 
11 
16 
developed. Gras felt that·these early days marked the 
growth of public relations in that 'businessmen' de-
pended upon the public for recognition and acceptance 
of their ways and means of operation.. This concept 
also applied to the doctor of the day who kept for the 
most part within the clearly defined bounds of the church 
laws and let the barber-surgeon flirt with dammnation. 
Howevert the substitution of salvation for their own 
. . 
souls in place of the salvation o~ humanity from pain 
allowed the name of medicine to be disfigured to the 
extent that even in modern times the supersti t.ions and 
malpractices created in that time were to be widely used. 
It was a dubious blessing that the great mass of 
patients believed that pain as well as life came from 
God and must be accepted. Faith was their healer as 
evidenced by the lively sale of relics and the many 
pilgrimages made to avoid malady and gain salvation. 
The drugs of the day were mistrustedt and to be exposed 
to the surgeon's knife or be confined in a filthy foul-
smelling hospital was in itself as bad as, and more of-
ten than not, resulted in death. The patient was bled 
butchered and buried on one hand or suffered to save 
16 
Ibid., pp. 3-24. 
-;---
12 
his soul on the other. Very definitely ttthe weight of 
the soeial doctrine was overwhelmingly on the side of 
17 
pain". 
At best, the doctor-patient relationship at this 
stage was extremely critical, being fostered by igno-
ranee, nutured by fear and developed by desperation. 
Actually, one guess was as good as another and the 
large group of poor and lower class people, who were 
neglected in this age, would hold many opinions re-
garding medicine based on the hazy inadequacies of this 
past period. 
The multi-colored fabric of the doctor-patient re-
lationship which had begun with the deep black threads 
of witchcraft was now laced with the vivid red threads 
of religion and only the smallest, occasional white 
threads of science were loosely entwined, scarcely seen 
and definitely soiled. 
17 Rene Fulop-Miller, Triumph OVer Pain, (New York: 
Bobbs-Merrill Company, 1938), p. 3~----
CHAPTER III 
DOCTOR-PATIENT RELATIONS DURING THE 
RENAISSANCE AND THE AGE OF REASON 
In the course of human events, the rapid social, 
economic, and political developments from the Renais-
sance through the nineteenth century were established 
as the most potent factors in shaping the present day 
society. 
Although it would be impossible to separate ac-
curately one period of history from another, for'the 
purpose of identification, the Renaissance was judged 
18 
to have reached its peak between 1300 and 1600, with 
the period commonly called the Enlightenment .. and the 
19 
Age of Reason culminating its development in the 
middle eighteenth century, being closely followed by 
20 
the Industrial Revolution, 1750 to 1914, which heralded 
modern times. 
Renaissance, Reason, and Revolution. From the 
standpoint of doctors and patients, the Renaissance was 
not directly, in any sense of the word, a rebirth. 
However, it did pave the way for later, profound de-
18Yall.bank nd. 1 t 6 vv· a Tay or, 2E• ~., p. • 
19 
Ibid., P• 35. 
20 
Ibid., p. 150. 
14 
velopments in the growth of medicine. Briefly, the 
period was dedicated to a review of the past in the 
hope of finding a new and better way to the good life 
other than that dictated by the Chu~ch. Here were 
21 
the beginnings of the Protestant Revolt. The faint 
stirring of nationalism was emerging, fostered by a 
restless allegiance to a distant Pope and foreign 
scriptures. Factors such as strong centralized 
monarchies and the English translation of the ~ible 
22 
in 1544 were reduced in the individual's minci to the 
proposition that nothing stood between he and his God, 
and it was his duty and right. to decide. his own pro-
blems with Gode 
Indications of scientific progress to come ap-
peared when, in the process of classical study, the 
human anatomy underwent renewed scrutiny and offered 
a pathway to scientific accuracy, as was exemplified 
23 
in 1543 when Vesalius outlined the structure of the 
human body. Inquiry heretofore had been interpreted 
versions of the old masters, but during the Renaissance 
21 
Wallbank and Taylor, £2··~., p. 26. 
22 Ferdinand Schevill, A History of Europe, (New 
York: Harcourt, Brace and Company, 1947), pp. 155-158. 
23 
Wallbank and. Taylor, £E.• cit., P• 55. 
15 
the important first step of disbelieving the old and 
seeking the new was taken. 
Termination. Treatment, and Transition. It is 
strangely ironical that the Church and its insistance 
on the fallibility of the human mind may have done 
the most to cause men to finally question their own 
24 
minds. The birth of the scientific method was 
taking place and the 'universal' control of the Church 
was coming to an end. 
Although the potential of this age was seemingly 
unlimited intellectually and geographically, most of 
the inherited false information regarding medicine re-
mained. The doctor was still an artisan not a scientist. 
The mass of patients as part of the overwhelming majority 
of the population, still went about their daily habits 
as before, working on their rustic farms by day and 
living in their rural cottages by night. Medicine for 
the majority was a weird and amazing collection of super-
stition, which in itself was a minor revolt against the 
authority of the Church. Some of the remedies of the 
times were at least imaginative and at best useless. 
24 Ralph Linton, editor, The Science of Man In The 
World Crisis, (New York: Columbia University Press,---
1947), p. 217. 
16 
25 
The following were a few examples of hundreds: 
ttTo cure a husband of' drinking to excess, put a 
live eel in his drink. •• 
"Annoint the bald patches of' your head with goose 
dung and hair will grow again.n 
"The tooth of a dead man carried about a man pre-
sently suppresses pains of the tooth.tt 
"To cure the jaundice eat nine lice on a piece of' 
bread and butter.H 
"To cure a wen, y;ou should go.to an execution and 
afte.r the criminal is dead, but still hanging, one 
of his hands must be rubbed t.wice. over the wen. tt 
Most of the practicing doctors stood on their in-
herited medieval procedures while a small few such as 
26 
Pare added some semblance of science to the medical 
structure. These few in the face of certain condem-
nation, performed illegal dissection on the dead lifted 
from reeking hospital wards or stolen from graves in 
order to wrest significant knowledge from heretofore 
unknown and still forbidden areas. 
T~e groundwork was being laid for the revolution 
of medicine. Here began one of the most sudden changes 
in the time chart of history when, with the awakening 
of scientific curiosity and the exchange of scientific 
discovery, the real doctor emerged as a scientist; the 
25 
s. Rapport and H. Wright, £E.• cit., p. 108. 
26 
lfallbank and Taylor, .2E· cit., p. 56. 
c 
I 
17 
charlatan, midwife and quack were left behind. However, 
these three were not alone, because they shared a spec-
tator's role with the patient. 
Scientific medicine from that period on, as Alvarez 
said recently, immeasurably out-distanced the.folk medi-
cine, faith healing and quackary, bu~ in looking about 
the modern scene he observed that ttthese competitors 
still flourish in the land and stUl maintain their 
27 
original hold on the af':fections of mankind.u The 
reason 'why• was unanswered. At least part of this 
reason was found in sweeping scientific and techno-
logical advances of medicine since the middle 1700's. 
Professions, Progress, and Participation. In the 
seventeenth and eighteenth centuries,. the physician 
ceased to be a tradesman and became a professional man. 
Although medical college was a luxury beyond the dreams 
of many students of medicine, most served as apprentices 
tor a practicing doctor and helped knit, as had the gild, 
the tightly-bound medical structure of today. The doctor 
was then part of the rising middle class which set the 
social, economic and political standards. of the day. In 
27 
Walter O. Alvarez, ~· cit., P• 9. 
18 
this position of leadership, the beginnings of a modern 
frustration took place. The doctor, while becoming ob-
sessed with the idea and, in many instances, the reality 
of detecting and curing every type of sickness with 
which he was confronted, was subjected to the economic 
pecuniary interests that characterized the middle class 
as they fostered the rise of capitalism. The conflict 
between the humanitarian and the eoonomic.drives has 
been frustrating to the doctor and confusing to the 
patient ever since. 
A serious gap in the doctor-patient relationship 
was first significantly widened in the late 1700's when 
the awakening intelligence of the Renaissance evolved 
into measurements, mathematics and machines. The 
28 
scientific method was ·created, defined by Linton as 
the repeating of experiments with accurate records of 
results, being measured by methods which are as com-
pletely divorced from the conclusions of the observer 
as possible. A very excellent example of the tremendous 
gap in the cultural and scientific development in medi-
cine was stated by a modern physician who told young 
28 
Ralph Linton, 22• £!1., p. 218. 
19 
medical aspirants that the public was still na very in-
29 
competent judge of a doctor's skills and knowledge ... 
Before being exposed to the learning of medical 
schools and scientific discoveries, the doctor and 
the patient were on fairly equal ground in the medical 
treatment and techniques of the day. Medicine was an 
art, and many a lay mind in its particular direction 
was as adroit in this art as was the physician. Sudden-
ly, the medical and lay minds became separated in know-
ledge and application while the purpose remained the 
same. The route to the cure for the doctor, although 
fairly straight and hopeful, was restricted and dis-
trusted; the route to the cure for the vast majority, 
although terribly crooked and dangerous, was common-
place and accepted. It was the difference between 
being a subject or being a participant. 
Improvements, Individualism, and Ignorance. The 
medical revolution equalled and often surpassed the 
social, political and economic revolutions that oecurred 
or originated between the Renaissance and the 1900's. 
Many of the sweeping changes in the lives of all were 
29 
s. Rapport and H. 'Vlright, .2£• cit., p. 642. 
20 
instituted by the forces of growing economic productivity~ 
There was new emphasis on improved agricultural science, 
importation of food and goods from newly discovered lands, 
and the ever-increasing output of ever-improving machines. 
Medical science helped cause these sweeping changes. For 
example, the mushrooming population was due in great part 
to the protective measures of applied medical knowledge. 
Although a good portion of public health advances had to 
be implemented and enforced by legislativ~ action, the 
origin lay in the minds of the doctore 
In an age where whole countries were revolting 
against political and religious authority and great 
emphasis·was being placed on individual initiative and 
30 
freedom, the economic philosophy called laissez-faire 
was conceived and implemented with the dynamic principle 
that each person was motivated by prudential self-interest. 
The doctor, as part of the powerful middle class, helped 
shape this theory of economic liberalism and firmly be-
lieved that poverty was the consequence of shiftlessness, 
immorality and laziness. Unchecked rugged individ.ualism 
sowed many bitter seeds by its belief that out o:f.un-
30 Wallbank and Taylor, ~· ill·, p. 118. 
21 
restricted competition the strong would survive and 
society would benefit. Little thought was given to the 
ugly, well-rooted plants that were ~o flourish and 
multiply into modern times. 
Ruthless individualism, more often tban not, assumed 
no responljlibility for those who in native ability are not 
equal to others. Leading to economic inequality, dis-
content and social injustice for the many, this philosophy 
has almost directly manifested itself in such things as 
the threat of socialism, the bitter labor movement, and 
those political philosophies,illustrated by the 'New 
31 
Dealers' who were elected by a vast majority of people 
conglutinated by the cement of complaint, following the 
great depression of the 1930's. 
It was in this atmosphere that the doctor began to 
stride rapidly in the annals of history to a point where 
he almost hopelessly outclassed the patient in under-
standing an 111. The patients, in greater and greater 
numbers, most of whom could scarcely understand, let 
32 
alone read, say, Harvey's paper on blood circulation, 
were left with the sticky mass of superstition. In the 
31 G. w. Johnson, The Incredible Tale, (New York: 
Harper and Brothers, 1950), p. 158. ----
32 
· Wallbank and Taylor, .QE. cit .• , p. 56. 
22 
physician•s race for knowledge in his field, he, like 
many a businessman and other specialists, lost sight of 
the fact that people who do not understand, inclined to 
fear and distrust, will not accept and can not cooperate 
as readily with the unknown. 
There was an unfortunate but understandable display 
of ignorance by those leaders in a basic law of human 
relations which dictates that the degree of success of 
any enterprise or institution depends ultimately on the 
degree of common understanding, acceptance and participa-
tion by the publics involved. 
Of the many modern problems in the doctor-patient 
relationship which stemmed from the distant past and the 
period described above, none presented more of a dilemma 
than the ever widening gap between the lay and medical 
minds. The following hypotheti.cal situation might serve 
as a clear example of this problem: 
If an eighteenth century doctor was placed in the 
office of a twentieth century physician to discuss the 
treatment of a backache and to compare notes on their 
respective techniques and knowledge, each would be 
amazed at their differences. The.Pennsylvania graduate, 
1950, would undoubtedly administer a sedative to the 
shocked Salernian graduate, 1750, who would be rendered 
23 
speechless by the vast accumulation of scientific know-
ledge and techniques available to the modern doctor. 
Yet, should a patient of the 1700's, with a backache 
to be treated, be placed in the modern waiting room 
with a twentieth century patient with a backache, neither, 
in their respective basic roles, in discussing and ob-
serving one another would be radically surprised or 
seriously misunderstood. 
The fabric called doctor;.;patient relations which 
at first was a solid witchcraft black, then a pre-
dominant mixture of religious red with a few soiled 
white threads of science, now begins to assume intricate 
designs of pure white, strange and unfamiliar to moat 
and incongruous in ita sudden appearance, against what 
had been a well-worn and slowly woven pattern. 
CHAPTER IV 
DOCTOR-PATIENT RELATIONS FROM THE INDUSTRIAL 
REVOLUTION TO MODERN TIMES 
The foregoing chapters have indicated some of the 
sudden forces which were projected into the path of 
history just before the dawn of the twentieth century. 
The powerful forces of industrialization, nationalism, 
economic and political revolution, intellectual and 
scientific inquiry were all so interrelated that it 
would be difficult to say which force came first or 
which influenced the other. The shape and direction 
of emerging leaderships were as difficult to identify 
as they were varied. 
Leadership, Leaders, and Laxity. It was a period 
of growing and dying leadersh1ps whose shifting would 
grow more frequent with each ensuing year. The doctor, 
as did most of his fellow middle classmen in their 
specialities, became the dominant member of the doctor-
patient partnership, often an ill-equipped and unwilling 
leader, but nevertheless responsible in the eyes of all 
for the curing of an ill. The doctor, like most of the 
leaders of that time, bad no idea of the responsibilities 
that leadership involved. 
At this point in the evolution of medicine, the 
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doctor's mind was completely absorbed by the tremendous 
task or detecting and 'curing' every disease which he 
encountered and the more knowledge that was uncovered 
by men such as Lister and Pasteur, the more the doctor 
realized the unim~ginable complexities of what was 
called 'sickness'. As time went on in his dedicated 
battle against disease and pain, he found that longer 
study was required, a greater personal expense was de-
manded and a shorter earning period was to be expected. 
It was logical to assume that the doctor, in that 
important moment of assuming the leadership which would 
shape the future direction of doctor-patient relation-
ship~ bad only an intellectual and professional view of 
the world around him. 
During this period other leaderships were assumed 
and for the most part misdirected. The case of the 
businessman, his actions and demands .under the justifying 
banner of 'rugged individualism' related a phenqmenal 
and well-told tale or economic progress and social in-
justice. His meteor-like rise in the pages of history 
as he directed his unparalleled particular talents 
toward productivity and new markets left a trail .of 
economic and cultural improvements for all. However, 
in his completely understandable rush toward these goals 
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he, too, knew little of and undoubtedly would have cared 
little for the basic principles of organization which 
insist that the degree of success in any group effort 
will depend ultimately on the willingness and abili~y 
of the follower to follow. It is also logical to 
assume that the businessman, in his moment of accepting 
the economic leadership of the times, had a strictly 
commercial and industrial view of the world about him. 
The loss of leadership by the Roman Catholic Church, 
covered to some extent in the preceeding chapte-rs, was 
an excellent although unheeded example of the failure 
to incorporate fundamental human relati~ns into its 
methods of achieving its particular goals. The feudal 
system and most of the great empires ·o~ the distant.past 
bad great lessons for those who would learn. However, 
it was to be a much more recent period than these early 
modern times that would attempt to establish a.nd.praatice 
the ever present but unre~ognized basic laws of human 
relations on a routine basis. 
Followers, Forces, and Frustrations. The followers 
in the remarkable past two hundred year period were the 
patients, consumers, workers, farmers and people which 
is •everyman'. Here was the one whose life in varying 
degrees was to be profoundly influenced by the advances 
I! 
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of such fields as medicine, science, business and 
politics. The steam engine, the cotton gin, the coal 
mine, and eventually the radio, television, automobile, 
and penicillin all were to affect his life. 
His kind reproduced itself by three times over in 
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that two hundred years, and he had less and less con-
tact with the forces and material from which his life 
was fashioned and had less and less understanding. It 
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was confusing. As ~llport suggested, he had no real 
voice in the making and consequences of these things 
and never did participate in the direction of the 
vs.rious applications of these forces whicp.. included 
scientific medicine. In many instances the unfortunate 
result of.this inability to cope with such factors was 
the rise of the philosophy 'let George do it' and in 
this, the destruction of individual responsibility, he 
became 'ripe fruit' for demagogs and charlatans peculiar 
to most fields of human activity. 
The insidious development of the attitude 'let 
George do it' because of its importance in later years 
demanded some attention. The following hypothesis was 
33 Ralph Linton, 2E• cit., p. 259. 
-------
34Gordon w. Allport, 11 The Psychology of Participationu, 
Schuyler Dean Hoslett, editor, Human Factors in Management, 
(New York: Harper and Brothers, 1946), pp. 253-264. 
35 
advanced in part by Allport: 
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The individual at that time in history was becoming 
a part of more and more publics, none of which held all 
of his attention or interest. He couldn't participate 
actively in all, being, for example a patient for a day 
or week, a buyer of stock, a gambler, a tory or a union 
member. He became a cog in more and more activities 
without engaging his own 'ego', even in those affairs 
that were of vital concern to him. Because of the 
losing struggle to understand these increas.ing factors 
and not participating actively in their creation and 
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growth, his "unengaged ego 11 had to be protected. 
Two common protective devices appeared, each lead-
ing eventually in the same direction. One, in form of 
the 'let George do it' attitude, and the other in the 
form of complaints and scape-goating. In either case, 
it was a reactionary state of mind which easily could 
be exploded emotionally by those leaders whose major 
function is to focus and exploit theagressive outbursts 
37 
of' n non-participating egos tt. Certainly, the labor-· 
management strife to come in modern times and the count-
35Ibid. 
36-
Ibid. p. 260. 
37-
Ibid. 
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~ess crushed hats in the political arena would support 
this theory. 
The ~atient, too, was subject to new forces which 
controlled his destiny and his increasing difficulty in 
comprehending all of them, let alone medicine, helped 
widen the growing gap in the doctor-patient relationship. 
The foundation for socialized medicine was being laid, 
unnoticed by the intense doctor and unimagined by the 
layman, who •led' nothing and saw only the stark"' bitter 
reality that was his lot in early modern times. 
The affairs of the common majority in those pas.t two 
hundred years have been described in the last detail by 
historians, novelists, artists and reporters. Most of 
the conditions under which the lower classes lived made 
an excellent breeding ground for the prolific growth of 
socialistic and totalitarian bacteria. The leadership, 
which was emerging in other fields born of the great 
pioneering forces of the times, did not exclude political. 
leadership of many forms, one of which was sooialiatic 
in type. Its rise to prominence and distinction was 
traced briefly in.a later chapter because of its most 
significant bearing on modern doctor-patient relations. 
To the original black and red pattern of the fabric 
called the doctor-patient relationship have been added 
the many hues of social development. The strong, white 
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fibers of science have become interwoven with the threads 
of economics and government, each thread emerging and 
disappearing in the kaleidoscopic pattern of historical 
development. All of these threads are basically those 
of human relations whose life colors should be distinct 
and should, but have not yet,become the fabric 1 s border. 
CHAPTER V 
DOCTOR-PATIENT RELATIONS 
UNDER SOCIALISM 
There were many available accounts and histories 
of the development of medicine and as has been suggested, 
most dealt primarily with the search for and discove.rers 
of scientific truth. It was becoming more and more a 
reality that sick human beings were being treated as 
bearers of isolated cases of disease. The doctor, in 
leaving the whole individual out of his mind, forgot 
that human factors, if recognized, can be and were em-
braced by such things as socialism. Hence the· creeping · 
growth of socialized medicine was largely ignored. 
Although this study did not intend or attempt to 
trace governmental health and medicine to the full de-
gree it deserves, a brief history of this movement is 
included to suggest the deep significance of the 
socialist 'welfare' system and its actual threat to the 
current medical structure. 
If such a review would cause just one of those who 
have fervently cried, nit couldn't happen here!n to say 
even ttit could happen here, but ••• u .. Eventually he 
might state 11 it can happen here, unless ••• ". 
Exploitation, Exemplification, and Extinguishment. 
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It has been shown that for long centuries prior to the 
Industrial Revolution, Western civilization was largely 
rural with a comparatively smal1 population. In the 
first large step of the industrial giant, urbanization 
with its jeopardy to public health was rapidly pre-
cipitated. The 'free man' for the first time, left his 
farm for the industrialized towns and cities, prompted 
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by such factors as the Enclosure Movement or the pre-
vailing spirit of individual initiative. For the most 
part, he became an exploited worker sharing the load 
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with women, and in some cases four year old children. 
The inconceivable working conditions these people ex-
perienced could not be recorded with full justice to 
the terrible reality that existed. 
Out of the ranks of the nineteenth century worker 
came the inspiration and cause for the socialist leader. 
In the mangled hand of a then worthless worker, in the 
hacking cough of a blood-flecked eight ~ear old boy, or 
in the seventh bruised still-born held by its dying 
mother, the socialist mind had the appeal of incontest-
able social reasons and sentiments. In tbis atmosphere 
38 
Wallbank and Taylor, .2£· cit., p. 26. 
39Ibid., p. 138. 
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the ttanti-individualist'' movement, later to be termed 
socialism, started to grow. 
Perhaps the man who did more than anyone else to 
make socialism a power among the workers and lower 
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classes was Karl Marx, who stressed ·equality and the 
good of the working masses to be achieved by cooperative 
action. Here was the inspiration for other movements 
designed theoretically to help, the many take over from 
the few, the machines and management of industry. The 
middle class, who had launched and were intensely proud 
of their industrial creation were charged with the de-
gradation of the lower class. Logically alarmed, the 
middle class favored government intervention in the 
workers• behalf. However, let it be clear that the 
conversion of the middle class to protective worker 
legislation was solely due to the fear of the growing 
power of the worker and not to humanitarian instinct or 
impulse. 
Socialistic development in Germany served as an 
excellent means of describing what did and could take 
place throughout most of the world. 
40 Melchior Palyi, Compulsory Medical Care, (Ohieago: 
National Institute of Professional Services, 1949), p. 43. 
41 . 
Ferdinand Schevill, 2Q·~·' p. 519. 
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Consolidation, Contributions, and Compulsion. 
Historically, the first significant boost to compulsory 
42 
medical care was instituted by Bismark who viewed the 
international nature of Marxian socialism as a threat 
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to nationalistic consolidation. His labor code of 1884 
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wast as Palyi said, a 'middle-of-the-road' socialism 
and clearly formed a link between the old autocrat and 
the totalitarian dictators that were to follow in history. 
An interesting parallel was .drawn in Bismark's effort 
to use his form of national socialism to offset inter-
national socialism. It could be compared with American 
'New Dealers', who proposed that their 'middle-of-the-
road' statism would keep the totalitarian wolf from the 
door. 
Briefly, the persuasive feature of Bismark's labor 
code consisted of three types of insurance. It insured 
protection against (1) sickness, (2) accident, and (3) 
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invalidism and old age. The workers were required to 
contribute to and were invited to administer with em-
ployers the larEe and growing funds. It was interesting 
42 
MelchQbr Palyi, 2E• cit., pp. 13-30. 
43 
Wallbank and Taylor, ££• cit., pp. 138-145. 
44 Melchior Palyi, loo. cit. 
45 Wallbank·and Taylor, loc. ~· 
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to note that although the workers gladly profited from 
these insurance enactments, they absolutely refused to 
give up their antagonism to the capitalist state and 
society. 
The apparent power which later emanated from Germany 
just prior to both World War I and World War II was in-
deed fascinating. The propaganda which said that labor's 
patriotism had to be bought by social conce.ssiona began 
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to have appeal even to such countries as Briton and 
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France, both of whom instituted their own systems of 
compulsory medicine either during or shortly after these 
wars. 
Too often such medical schemes have been and un-
doubtedly will be nothing more than political shell 
games whose 'hidden peanut' is power. A partial list 
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of history's claimants for introducing or improving 
governmental health care for the 'welfare' of all should 
expose the 'hidden peanut': 
Wilhelm II, Kaiser of Germany 
Nicholas II, dzar of Russia 
Stalin, Dictator of Russia 
Mussolini, Dictator of Italy 
46Melchd.br Palyi, .2E• cit., p. 32. 
47Ibid., p. 14. 
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Ibid., pp. 18-19. 
Franco, Dictator of Spain 
Peron, Dictator of Argentina 
Hitler, Dictator of Germany 
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All of these men had and used a common belief in social 
security, especially in coercing people. into.govern-
mentalized medicine. The original humanitarian idea 
of helping a confined, particular group developed 
eventually into the present all-embracing communist 
blue print with some nations holding their developments 
somewhere between these two extremes. However, onc.e the 
first legislation was introduced there seemed to be no 
backing down in any one .of the compulsory medical plans, 
and in most cases, these plans grew to such enormous 
proportions it is doubtful that they will ever be dis-
carded. It seemed most indicative that in 1948 the 
49 
British Labor Party, needing a victory, staked its 
electoral future on an experiment that no one else 
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but Lenin had dared before: complete care for all 
ailments from loose· teeth to falling arches, the best 
available care for all, including foreigners, and 
practically free of charge. 
Specialization, Significance, a.nd Suppression. 
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1.!219:. ' p. 33. 
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Ibid. 
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While exploring the inherent nature of specialization 
in modern American medicine, it was of interest to 
note certain similarities to the compulsory schemes 
described above. Specialization in American medicine 
has been popularized to the laity for the most part 
by the press and has been taught in the medical schools 
by staffs whose members are predominately specialists. 
One of the evils of the trend toward spec~alization 
was the ever expanding gap of patient misunderstanding 
caused by physicians who now trea.ted cases of disease 
rather than sick individuals. It would seem that in 
the tree.tment of and responsibility for t-he whole in-
dividual, the doctor bas scientifically shortchanged 
the patient. 
The growth of specialization had even more signi-
ficance when it was found that one of the most dis-
tinguishing common characteristics of sociali~ed 
.medicine lies in the complete dominance of the 
specialist. 
There were many different kinds of compulsory 
medical schemes and a description of each was not 
possible or important in the study. However, the 
basic characteristics of all systems studied had the 
same restrictive effects on the doctor, the patient 
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and the advance of medicine. 
Generally, most of the doctors in such schemes lived 
in a constant state of conflict with .the political ad-
ministrators and their consitiuents. In some systems 
the physician was openly denounced as "ruthless egotists 
51 
who prefer their profits to their humanitarian dutiesu. 
The naive doctor, intense in his devotion to a lifetime 
of professional service, became handicapped by his lack 
of experience in political methods and leadership. He 
was a convenient 'scape-goat 1 for the rising costs of 
governmental medicine. 
Once the political leaders aroused public opinion 
in favor of a medical scheme, it seemed to be fair 
sailing regardless of the objections of the medical 
profession. One English magazine commented on the lack 
of support for the doctors' resistance against Bevan by 
reporting that umany men and women who willingly accept 
the clinical opinion of their doctors refuse to listen 
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to their critical opinion.n When men such as Bevan 
coul.d say in Parliament ttyou know, Lord Horder, as I 
53 
do, that one doctor is as good as another doctor 11 , 
5libid., p. 87. 
52Ibid., p. 84. 
53 37. Ibid., p. 
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it exemplified the complete 'leveling' job that com-
pulsory medical schemes tend to execute. It would be 
like saying that one freshman student is as good as one 
Ph. D. student, or that one business office boy is as 
good as one business chairman of the board. However, 
regardless of the many obvious restrictive functions 
of these schemes, such as the amazing amount of paper 
work, controlled income, bureaucratic method and detail, 
the most significant factor as far as the doctor was 
concerned seemed to be that public opinion by one method 
or another could be influenced to accept socialized 
medicine, in ma.ny instances, with the ease it would 
take to vote in the drainage of an infected local swamp 
area. 
The idea of the 'welfare' state is probably as old 
as recorded history involving the systematic allocation 
of domestic wealth through political channels. Too often, 
as has been shown, the welfare state leads to.the police 
state. The unification of welfare services with centra-
lized head sounded logical, but in reality with the right 
political •boss•, along with the dispensing of welfare 
services, was the dispensing of favors which were and 
will a.lways be a. most effective 'vote-getting' power. 
As for the patient, aside from such things as an 
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average three minute consultation and increased taxation 
because of larger gov~,r_,nment payrolls and the :fantastic 
expansion and cost of medical services, he became the 
subject of a dominating government. The or~ginal humani= 
tarian appeal that the poor should not be made to suffer 
in health and pride because of their inability to pay 
:for medical assistance had changed to the paternalistic 
1 logic 1 that people must be insured against that which 
they haven•t the ability to take care of by.themselves, 
including, of course, health, the spending o:f money, and 
the spontaneous provision for their own :futu;res. 
This loss of individual responsibility has had and 
will continue to have a most disastrous ef:fect on the 
progress o:f civilization. 
CHAPTER VI 
DOCTOR-PATIENT RELATIONS FROM THE STANDPOINT 
OF SOME MODERN PATIENTS 
In the preceeding historical development of some 
aspects of the doctor-patient relationship, many factors 
were considered which had an important bearing on the 
current medical organization. It was felt that the 
most significant of these factors were: (1) the wide 
gaps of misunderstandin~ between the medical and lay 
minds concerning each other and the practice of medi-
cine, (2) the obvious lack of and need for a clear~cut 
effective leadership which would more closely approach 
an ideal method of handling health, al;ld (3) the.eager 
readiness by those, however ill-eQuipped, to assume 
responsibility for health protection - more often than 
not as a means of promoting their personal power.· 
On the contemporary scene it was relatively easy 
to verify these factors by recording and interpreting 
many of the attitudes and opinions of doctors, patients, 
nurses, medical respresentatives, and druggists. The 
use of medical periodicals, scientific reports, maga-
zine and newspaper accounts also aided in developing an 
accurate but necessarily limited picture of the present 
situation. 
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A general analysis of forty interviews with patients 
who bad a variety of backgrounds and age levels indicated 
some of the feelings of today's patient regarding today's 
medicine. The method employed was simply to let the 
patient talk at will about 'suggested• areas. Each inter-
view averaged about twenty minutes. 
Costs, Consternation, and Confusion. One of the 
most frequently mentioned examples of a gap of misunder-
standing between the doctor and the patient. was the cost 
of medical oare. 
Over half of the interviewees either felt that the 
cost of medical care ttis highn or was t!too high". 
Generally, the majority seemed ''satisfied'' or at least 
ttnot alarmed" about such costs because ttthat 1 s the way 
it istt and nlike everything else, it bas gone up.'' 
Many seemed to feel that the cost. of medical care 
was high for what they got out of it, but none had a 
crystallized idea of what they shnuld be getting. Some 
of their personal experiences pointed directly at the 
medical expense problem: 
A respondent with three children and expecting a 
fourth could t•see no point in paying three or five 
dollars a visit" for prenatal care. ''I'm going to have 
a general practitioner this time; he can do just as well 
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by me. tt 
Another wanted to know why he ttwasn' t told about 
the assistant surgeon's bill -that's another thirty-
five bucks. What does he do anyway?n 
One patient couldn't understand "how doctors oan 
even think o:f a :fee when a human li:fe is at stake. rt 
She wondered nwhioh is most important? Do they operate 
to save a li:fe :first and then worry about the feet or 
viae vers~?tt 
TWo respondents had recent experiences where they 
had been required to deposit money in advance to the 
hospital. Onet whose :fifty dollar advance was re-· 
:funded because her health insurance 11 took care of the 
whole thingu, thought the·doctor "should have told me. 
Who oan get :fifty dollars just like that?tt The other, 
having no insurance was required to deposit one hundred 
dollars and 1•had to wait two weeks for my change! " 
In general, moat thought that the doctor uearna 
his moneyn, but several knew o:f or ha.dttheard of 11 
doctors who were nmaking too much money.u One thought 
doctors "get a fair :feett generally, but.recalled when 
he had his band redressed '*the only thing I could think 
o:f when I paid my five dollars was that baby blue Oadil-
lac of his parked right in front o:f my old Ohevvy. u 
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Obviously General Motors and not the general practitioner 
in question was getting the kindest thoughts out of his 
experience. 
About three-quarters of the patients interviewed had 
no idea how medical fees were established or simply 
couldn't comment on it. Experiences such as the patient 
who couldn't understand nwhy should I have to pay both? 11 
when one doctor referred her to a specialist, gave further 
evidence to the seriousness of the fee problem. 
Another said that general practitioners ''don t t make 
much moneytt, but nthose specialists sure get their share! tt 
There were many comments about not getting ''my 
money's worth" regarding information and in some oases 
actual medical aid. Others cited reasons for leaving 
particular doctors and many of these involved an expense 
which did not equal the value received in their minds. 
One stated, for examplet that the treatment of an allergy 
was "too long and dra-wn.out :for five dollars a visit, 
trying this and trying that." 
It was interesting to note that most respondents 
:felt they would "spare no expensen to protect the health 
o:f a loved one. 
On the subject of medical cost it seemed apparent 
that most patients had little knowledge of the real value 
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o~ the medical dollar, yet all held strong opinions 
about that medical dollar. It should.be comparatively 
easy to raise questions in these minds.causing them to 
become really disturbed and dissatisfied with the cost 
o~ medical care i~ such an attempt were made. Most o~ 
the experiences which a clear majority o~ patients re-
called would tend to support, say, a plea whieh.cried 
11 the cost o~ medical care is much too high!tt 
Information, Interest and Incorporation. Another 
area which exempli~ied a wide gap o~ misunderstanding 
between the doctor and the patient mind was. the desire 
for more i~ormation by the patient. This area in many 
instances was also closely related to the expense pro-
blem. 
Patient a~ter patient stated in many di~ferent 
ways that they had the ~eeling the doctor ttwas too·busy 
to answer my questions .. u O~mments ranged f'rom "his hand 
was on the door knob when he asked me 1~ I had any 
questionst• to tti had the ~eeling he was trying to get 
rid o~ me. u Many recalled the number of' people in the 
waiting room and actually ttf'elt guilty*' about taking up 
the doctorrs time. 
It was somewhat ironical that the most ~requent 
' 
complaint registered against the doctor seemed to be 
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variations of ttr really get sick of all that waiting.n 
Some felt that· the lack of technical knowledge 
restricted the voluntary asking of questions. Others 
said ni couldn't understand what he was talking about 
anyway." One felt uthose long words scare me·to death.u 
An overwhelming majority of these forty patients 
expressed a high degree of interest in.medical articles 
and most had read one "within the past couple of weeks." 
Many read a local newspaper medical column with daily 
regularity. Several of the popular lay magazines were 
familiarly referred to as sources of medical informa-
tion. 
Of particular interest and indirectly related to 
the area of desiring more information, was the response 
of a selected group of ten married female patients, six 
of whom had practically no idea of the reasons for and 
real function of the menses. Four comparatively well-
educated respondents had an extremely limited idea. 
Comments ranged from 11 its bad blood11 to 11 it shows whether 
-
I'm pregnant or not." Yet seven of the ten had consulted 
a doctor for their •marriage counselling•. Practically 
all of the other larger patient group felt that the 
doctor should be the source of marriage counselling. 
Many patients wanted more information about the 
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medications they bad taken, 11what is it supposed to do?tt 
and nhow much it would cost at the drugstore? 11 
Although many patients felt that they themselves 
had no difficulty in talking with and understanding 
"my own doctor", contradictions appeared when some of 
the above experiences were related. 
It seemed obvious that most of these patients 
wanted to participate more in thepractice of medicine 
by understanding more about it. Apparently there was 
much dissatisfaction about the amount of information 
they were getting. The comment ui didn't want to ap-
pear stupid" f93.Ve same indication of the seriousness 
of the problem of desiring and not receiving more in-
formation about health from the doctor. That these 
patients will a~tempt to supplement their knowledge of 
medicine seemed conclusive and gives rise to the 
possibility of believing and relying upon misunderstood 
or misinterpreted information which may conflict with 
their doctor's diagnosis and therapy~ 
Certainly most of the expressed opinions on medical 
expense and the desire to participate more were clear 
·examples of part of the misunderstanding between the 
doctor and patient. The effect of factors such as ~hese 
on the doctor-patient relationship would not be conducive 
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to full trust, cooperation and loyalty. 
Guesses, Gratitude, and Gullibility. The lack of 
a clear-cut, effective leadership in the handling of 
health was verified in part by a variety of comments 
and related experiences. 
Eleven of the twenty-three patients who commented 
on the possibility of being over-charged or mistreated 
by a doctor felt that they "wouldn't go back to him 
again.u Six would tttalk it over with the doctor", while 
two would 11 get a lawyerrt. Four of the patients "wouldn't 
know what to do!tt 
A third of this group thought there were enough 
doctors "for everyone"; about a third thought there 
were not enough doctors, and the rest 11 supposedtt there 
were enough or "really couldn't say". 
The responses regarding 'free• sources of health 
information about such things as cancer, heart disease, 
mental disorders, family planning and diabetes were 
somewhat amazing in their variety. Some thought in-
surance companies were "up on those thingstt, the Red 
Oross "should help", ttr' d see my district nursen, the 
State House would have nall that information", and "I'd 
write to the national organization that handles those 
things... One asked, ttdoesn't the government supply that 
. 
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information?" Several didn't know exactly where they 
would go, and only one would "contact the local Medical 
Bureaut• .. 
An interesting possible indication of the patient's 
attitude toward the doctor's 'for professional services 
rendered' appeared when most of the patients said a pre-
sent to the doctor was ttnot necessary orexpected11 • 
Well over half decided that verbal on-the-spot 'thanks' 
were sufficient, and a few thought a 11 note of thanks" 
along \ii th the remittance t'might be a good thing to do." 
Practically all the patients would be "astonished", 
"surprised" and 1tflabberga.sted11 should their doctor or 
his nurse call at that moment and inquire about the 
family's health. Most would be 11 pleased11 or consider 
it a uvery nice gesturett, while some "wouldn't know 
what to think about it.u 
Most of these patients were unsure of the number 
and location of people who possibly are not getting 
proper medical care today. Some didn't "know of any" 
themselves. Others felt "there must be poor people who 
are not getting proper care. tt Negroes were mentioned 
and "some people in the south'' probably "needed help". 
"S1ums 11 were listed among others. 
These patients for the moat part felt that doetors 
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were bothered by those who call them unnecessarily, 
yet most "wouldn't hesitatett to call the doctor "im-
mediately" if they weren't"sure of a.sickness 11 • 
There was an interesting response to a hypothetical 
situa.tion which suggested that the patient could have 
all the medical, dental, hospital needs for the entire 
:family for •about three dollars per month'. Some were 
~interestedtt. Some were suspicious and nwould have to 
know more about itu. For the most part, none were 
particularly impressed one way or the other. 
Generally, these patients in many instances ex-
pressed little knowledge of w~t to do or where to go 
in many matters of health. Although they seemed to be 
"satisfied" with the medical services available, they 
had practically no clear idea of the possible needs and 
actual conditions that exist. This would seem to be a 
reflection on the leadership of the handling of health. 
Should some be told, for example, that."there are 
vast numbers of people in this country who are not 
getting proper medical care", true or false, these 
patients would have little knowledge with which to form 
a sensible decision as to what to do about.it. 
Desires, Distortions, and Decisions. Although 
the patient throughout history has undergone tremendous 
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changes in educational, cultural, and health benefits, 
his role in the direction of medical procedure has re-
ma.ined essentially that of an observer rather than a 
participant. A consideration of the above and other 
opinions, or such things as the popularity of "medical 
claims" and articles, and the unprecedented demand for 
patent medicines would tend to support the idea that 
the patient wants to participate. The most popular 
greeting, possibly the world over, is really a form of 
partial diagnosis or case history when one person or 
patient says to another nhow are you f'eeling?u 
Much of past and current literature, fiction or fact, 
has helped create an idea that most doctors are 'germ-
less' pioneers in white who should be and in most oases 
are 'humanitarians' in pursuit of the destruotion.of 
disease and prolongation of life. Much of their work 
approaches the execution of 'miracles'. When twins, 
joined at the skull at birth, are surgically separated, 
or when a mechanical heart is utilized to maintain life 
during a repair operation, it adds greatly to the popular 
idealistic concept. 
The facts of a dirty abortion ring, a black market 
baby business, or the abuse of reimbursed medical fees 
by doctors treating welfare patients, certainly strike 
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a jarring and frustrating note in the patient's mind. 
The possibility of distortion in the process of reduc-
ing the 'humanitarian' to a man who must get paid money 
for skillful 'professional services rendered' is great 
and frequent .. 
Some of the attitudes and emotional opinions of 
the patients are formed on the strength of half-truths 
and misinterpretation. Many of the decisions made be-
cause of these ill-founded attitudes are completely 
unfair to the physician and to the prac.tice of medicine, 
and are in no way representative of the native intelli-
gence of the patient. 
1 
CHAPTER VII 
DOCTOR-PATIENT RELATIONS FROM THE STANDPOINT 
OF SOME MODERN DOCTORS 
In the physician's growth :from a tradesman to a 
medical scientist and professional man, there were many 
periods where his 'public relations' were excellent and 
many phases where these relations were extremely bad. 
This study has emphasized those developments which in-
vited general poor public relations on the doctor-patient 
level. Examples o:f periods where their relationship was 
full of beneficial human relations were numerous. The 
role of the 'family doctor', for instance, in many sec-
tiona of this country from before the industrial revolu-
tion up to and including modern times, has been exemplary. 
In the earlier days, the local doctor was generally 
a beloved and leading figure in community affairs. Some-
times, his duties embraced, along with his medical re-
sponsibilities, such positions as postmaster, town clerk, 
minister and selectman. It would be interesting to see 
how many modern specialists have been used as reference 
sources by young job seekers as compared with the family 
doctor of old. His 'one pill for forty diseases' had in 
the minds of many patients a better effect than today's 
'forty pills for one illness'. Scientifically in 
• 
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technique and knowledge, the modern doctor has surpassed 
this 'jack-of-all-trades', but in executing fundamental 
human relations, the old family doctor must have been a 
master. His well known story has been and will be re-
told again and again for this reason alone. 
In the attempt to present an accurate picture of 
the modern doctor mind, some thirty doctors were inter-
viewed in what might be termed an unusually generous 
allotment of time. These interviews averaged about fif-
teen minutes. At least twenty other doctors were asked 
their opinions on one or two suggested problem areas. 
These doctors represented many age levels, different 
specialities, and estimated incomes. It was felt that 
the observer, by nature of his profession, a medical 
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representative, was able to gain a relaxed atmosphere 
which might not have been achieved with other obseriers. 
Although it was difficult to establish a real pattern as 
to the direction of the interview content, it was be-
lieved that the statements and opinions were accurately 
reported and the underlying or expressed attitudes were 
impartially interpreted. 
As with the patient, particular problem areas wer.e 
suggested falling under the general headings of (1) the 
54 Ortho Pharmaceutical Corporation, Ra.r:I.tan, New Jersey. 
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wide gaps of misunderstanding between the doctor and 
patient regarding themselves and the practice_of medi-
cine, (2) the lack of' a clear-out and eff'ective leader-
ship in the handling of health, and (3) the threat of. 
socialized medicine. 
Research data from med1ea.l journals, professional 
magazines, society books, literature and bulletins 
helped present the follo"VTing accurate though limited 
view of the present situation from the doctor's stand-
point. 
Apptitudes, Assumptions, and Actualities. Some 
indication of the areas of misunderstanding between 
the doctor and the pati~nt could be found in the doctor's 
evaluation of the patient mind regarding the practice of 
medicine. 
It was interesting to hear so many doctors· report 
in various ways that the patient of today uknows more 
than you'd think" about medicine. Some thought uthey 
think they know too much. what with all these magazines 
they read." One believed uthese patients get together 
and talk these things over.u Another said "and this 
one asked me if another kind of drug would be all right 
because she bad some on hand •••• they know what's going 
on all right." Many other views were expressed. 11Most 
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of them, married or not, know·all about conception con-
trol, and if they didn't, they ask for it.u Do you 
nreally think these girls of today are embarrassed to 
have a pelvic? They are not!" various experiences 
were related to support the observations on the general 
"wisdom of today's patient." 
These evaluations of the patient's mind and ability 
to understand seemed not only to be an area that in-
dicated possible misunderstanding, but also pointed to 
a lack of clear-cut leadership, because in most instances 
it could be •assumed' that the patients 11 know all about 
it". 
Expense, Excuse, and Evaluation. Another area of 
possible misunderstanding between the doctor and patient 
mind was the question of medical expense, judged by most 
to be a problem, generally speaking. 
Many doctors on an individual basis felt that ui 
don't have any difficulties with fees.n Most ntalk it 
over" with the patient on larger fees and the regular 
office fees were simply a matter of the patient asking 
or knowing uhow much11 they owed. Many referred to posted 
fee schedules. Others cited nusual :eeesn for deliveries 
and operations of one kind or another, and, for the most 
part, seemed to be in favor of a ttsliding scalett to ttmeet 
1 
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the pocketbookn of the patient. 
Generally, the doctors felt- that the cost of drugs 
ttare high 11 , referring in some cases to the elaborate 
mailing pieces as part of the answero The hospital 
was another frequent source of the high cost of medicine, 
but patients "take that up with the hospital ... 
Most felt that they tttell the patient as nearly as 
possible what to expectn regarding medication costs, 
laboratory fees or X-rays. In referring a·patient to 
another doctor there was some difficulty nin discussing 
another man's fees." 
The value of the medical dollar was defended by 
many.. uMy office charge has gone up one dollar in seven- . 
teen years." ''One comes in to have the stitches removed, 
and it takes two minutes, but the next one gets twenty 
minutes and two or three tests, so it balances out. 11 
t'The patient today has more money" and most "have 
some kind of health insurance" seemed to alleviate many 
problems. "'.fuey can afford to pay the doctor today, but 
I can remember during the depression it was really rough." 
It could be safely assumed that in the mind of the 
individual doctor, he feels he is doing a good job in 
the handling of fees and thinks it is obvious why the 
cost of medical care has gone up. In his. opinion, how-
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ever, the value has risen considerably higher and more 
than o~~sets the actual amounts ~xpended. 
Disrespect, Discipline, a:ndDefinition. Some 
aspects o~ the lack o~ clear-cut leadership were ex-
empli~ied by the most ~reque.nt complaint registered by 
the doctor against the patient. 
Most felt that the patients held an 11utter dis-
regard" ~or ''my timett. The ~act that doctors 11 have to 
shave, go to the bathroom, eat and sleep ••• u doesn't 
occur to the patient. Many o~ the doctors almost 
automatically listed an actual time chart o~ a ''regular 
day" which averaged twelve hours. Oase a~ter case was 
mentioned, such as patients calling ~or the doctor to 
"come right over11 or ''at onceu only to ~ind a condition 
that had been present ~or days. Many doctors ~elt that 
a. great many o~ the questions asked were ttridiculous" 
and "-waste a lot o~ timett. 
In general, most doct-ors were annoyed by ttmost 
patients" who ignore the ~act that ur have to raise a 
~amily and take some time o~~ too.u This state o~ 
mind could easily be applied to 'all' patients and 
jeopardize attempts at ~orming an harmonious relation-
ship. 
The majority of doctors interviewed disli~ed 
59 
medical articles for the laymen. Many thought that 
"they do more harm than good11 , citing examples in most 
cases. It was felt, for example, that an arthritic 
patient "is filled fu1:1 of hope and finds out from me 
that it doesn't apply in her case." Most of the 
doctors openly expressed disgust for the "commercializa-
tion of cure-allan and ttpanaceas." It could be seen 
that an obvious interest in such things by the patient 
could be resented to the degree that distrust and lack 
of confidence by both the doctor and the patient could 
ensue. 
Although the individual doctor felt that he makes 
every effort to "make sense" and ttmake sure that my 
patients understand the whole story" of the case at 
hand, the second most frequent complaint against the 
patients was the lack of patient cooperation "in 
following my instructionsn. Regardless of the use of 
this "chartn, these nbooklets 11 , that "modeln, those 
uprinted instructions", and ni am fortunate in being 
able to drawn, the patients "still don't cooperate even 
for their own good." 
Some of the supporting stories of patient failure 
to follow instructions certainly could provoke.frustra-
tion. 
60 
Cases were cited where "the patient ate the sup-
pository, pa.per wrap and all!" Another doctor, on being 
called with great emotion to the home o~ a longstanding 
overweight patient with a usore knee", rushed to the 
house to ~ind she had ~ollowed none of his instructions 
to ease the pain. 11 She hadn't dieted to get rid of 
forty pounds of excess weight, wouldn't take aspirin or 
try hot compresses, so I told her that I couldn't help 
her, a.nd the only man I knew of who could help her, had 
been dead ~or a long time. She wanted to know who it 
was, so I told her: 'Christ'. I said, 'because the 
kind o~ miracle you want f'rom me only He could deliver.'" 
Generally, the doctors felt that "they come to me 
voluntarily, I didn't ask them to come, and 1~ they 
won't follow my directions, I can't be responsible." It 
seemed to be that the patients who follow advice are de-
finitely "exceptions to the rule." 
The possibility o~ the patient's inability to under-
stand or follow what are thought to be "simple enough" 
instructions should be considered more carefully. The 
fact that the patient is hearing for the very first time 
what the doctor has repeated twenty times a·day is ex-
tremely important. Not only does it become difficult 
for the doctor to give a ·~rash' version o~ a simple, 
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routine procedure, but it becomes difficult to imagine 
anyone not knowing 'usual' details. 
For simple example, the doctor says, 11 take these 
tablets three times a day.n Immediately the following 
questions might arise in the patient's mind, and in too 
many cases stay right there: One tablet? Before or 
after meals? With or without water? Can I crush them 
in orange juice? Swallow or dissolve on the tongue? 
Will they make me ill? Are they. dope? Habit forming? 
If they cost too much, will two a day be all right? 
Start now, tonight or tomorrow? How long should I take 
them? What d.o the.y taste like? What d.o I do when they 
are gone? What are they supposed to do? Are these the 
ones I tried last year that didn't 'work'? 
Actually any one of these questions unanswered by 
the doctor might cause a failure nto follow my instruc-
tions .. " There could be a correlation between this 
possibility and the frequent report by doctor after doc-
tor about the large number of patients who are seen once 
"and you never see them again, so you assume that what-
ever you prescribed did :the trick.'' 
Actually, it tends to emphasize ·the lack of clear-
cut, adequate, understandable communication on the part 
of the doctor. It could be likened to the experience of 
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one doctor who had been prescribing a douche to clinic 
patients regu:larly and "after a while11 to his amazement, 
he discovered that 11 I had no idea of the number of people 
who had no bathtubs! 11 
Satisfaction, Socialization, and Symbols. Among 
the sources of greatest satisfaction derived from the 
practice of medicine, doctors cited most frequently the 
"correct diagnosis'' and an apparent 11 cureu. Practically 
all the doctors seemed to be delighted and nreally felt 
good11 when a patient took the time to "thank me11 • 
Christmas cards ~nd presents were mentioned with obvious 
pride and sincerity. 
As far as socialized medicine was concerned, the 
most common reference lay in the success of the Re-
publican v~ctory in 1952, generally considered to be an 
optimistic sign. Many evidenced a clear opinion of the 
failure of socialized programs in other countries. One 
said that "socialism and communism deman~s that each 
person will carry his load -- human nature just isn't 
like that. That's why they will fail." Some wondered 
"what anybody could do about it 11 should it happen. Most 
seemed to be in favor of and supported the American Medi-
cal Association efforts, but there seemed to be no 
genuine personal association with the fight against com-
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pulsory health insurance except that they ttcertainly 
don't want it.u There seems to be no preparation :for 
that which is hoped will not, but could, take place. 
It would be difficult indeed to create an accurate 
picture of the patient in the eyes of the doctor. It 
may be that the word 'patient• prompts the picture of 
a swollen abdomen, a rash-covered lump of flesh, an 
aching wreck of skin and bones, a h~ge malignant cell, 
a quivering mass of obesity, a stomach-less animal with 
inflamed tonsils without an appendix, or it could be a 
suffering child, a worried mother or a sick human being. 
Whatever it might be, it would seem that in comparison 
the patient's so~ewhat crystallized thought of a 'germ-
less' man with a little black bag might be a better 
symbol about which to be educated than the unQrystallized 
series of symbols that seem to be in the doctor's mind. 
CHAPTER VIII 
DOCTOR-PATIENT RELATIONS FROM THE PRESENT 
AND INTO THE FUTURE 
In describing some of the broad historical events 
and conditions which have effected the degree of success 
of the doctor-patient relationship, the emphasis had to 
be on generalization and over-simplification rather. than 
finality or conclusiveness. It was felt that such an 
historical description of where medicine has been and 
where it seems to be, might do much to help indicate the 
direction in which medicine might go. 
With this thought in mind, the ~emainder of the 
study is devoted to suggestions, necessarily speculative, 
which pointed toward the broad process of attitude and 
habit change. The theory was that specific therapy 
would be more effective only after the creation of 're-
conditioned' attitudes which would generate new and 
desired habits, building, in turn, a much more success-
ful doctor-patient relationship. 
It was shown that three significant factors emerged 
out of the past, identified and partially verified in 
the present, these were: (l) wide gaps of misunderstand-
ing between the doctor and patient about each other and 
the practice of medicine, (2) the lack of a clear-cut 
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and effective leadership, and (3) the threat of socialized 
medicine. 
Of these factors, the lack of clear-out and effec-
tive leadership by the doctor was considered to be the 
most important for the purposes of this study and to the 
future of medicine. The wide gap of patient-doctor mis• 
understanding, largely a matter of adroit communication, 
would be bridged only by the institution of such needed 
leadership, and, socialized medicine, the other factor, 
would become less of a 'threat• and more of a 'challenge' 
to the success of the doctor-patient relationship. 
The role of the 'leader-doctor' in directing the 
'follower-patient' constitutes the most important 'group 
effort• in the medical structure and __ will be subject to 
some of the following considerations. 
In the historical development of the doctor-patient 
'group effort', the exposure to constant social, politi-
cal and scientific change was suggested. Many of those 
changes appeared and disappeared, apparently unheeded by 
one or both 'group' members, but always thes~ changes 
demanded a different type of medical planning for a 
different type of medical care. To identify and be con-
stantly aware of these changes is part of the responsi-
bility of a successful leadership. 
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There are many such changes taking place right now, 
some of which can be identified. 
Plans, Problems, and Possibilities. The recent re-
markable growth of voluntary health insurance plans is 
an indication of changes to come. These plans support 
at least from an economic point of view the increasingly 
significant role that preventive medicine will play in 
the near future. It is possible that the future physi-
cal s.nd mental well being of the American patient and 
possibly the future of medicine itself will depend upon 
the successful integration of an all•inelusive, well 
planned program of preventive medicine into current 
medical care. Such a program_would provide-a medical 
service which not only cares for sudden illness or in-
jury, but emphasizes the early diagnosis and prevention 
of disease. It can be instituted effectively only-on 
the doctor-patient level. 
To support the need for this program, in many in-
stances already partially begun, the leader-doctor needs 
only to consider, for example, the steady process of 
urbanization which has crea.ted drastically complex pro-
blems in the adm~nistration and application of health 
protection. The heretofore unimagined prevalence of 
mental disease indicates the seriousness and effect of 
• 
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unplanned for change. 
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It has been reported that one half million Americans 
are now confined in mental institutions, and it is ex-
pected from established trends that at least ten million 
people now living in the United States will require 
hospitalization because of mental disease. World War II 
sa~ 1,750,000 men rejected for psychiatric disorders. 
Some 16,000 persons committed suicide in 1949 and many 
reliable observers estimate that between fifty and seventy-
five., ;·percent of all patients seeking medical aid are 
suffering from a psych~-neurotic ailment of some kind. 
Should the leader-doctor not-be aware of and skilled in 
certain basic principles of organization with which to 
guide his follower-patient toward, say, the high goal 
of effective preventive medicine, it can be soberly con-
cluded that he will lose his leadership. Actually, the 
government would be fulfilling its duty by assuming 
this leadership, because it still remains the responsibili-
ty of government to insure or cause the development of 
those things deemed essential by the majority which are 
not being realized by private and individual responsibili-
ty. 
55 . Lederle Bulletin, February, 1953, p. 4. 
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Principles, Partner, and Physician. Some of the 
principles of organization should be considered because 
the complex demands of such changes seemed to indicate 
that they can best be met on the level of the doctor-
patient 'organization'. The following becomes a sig-
nificant part of the 'reconditioning' of attitudes pre-
viously mentioned, which obviously has to occur, first 
in the doctor's mind and then in that of the patient. 
It becomes the purpose of this study to 'get basic'. 
It was interesting to hear the comment by one of 
the doctors during the interviews, nthey come to me 
voluntarily •• n, because it exemplifies one of the first 
principles of organized effort toward. mutually under-
stood and agreed upon goals. 
Here was a person who for some reason or other was 
pr~mpted to seek a goal, in that case relating toJhealth. 
Obviously, that person, whatever the' goal in mind, looked 
to that organized effort which is already directed toward 
achieving the goal. By virtue of such things as reputa-
tion in seeking similar goals from many different sources, 
that person decided on a particular organization and 
agreed to be led in the desired direction. The same 
basic principle occurs in every field of group activity. 
A television commercial extolling the virtues of 1Havitol 1 
L 
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~or the relie~ o~ 'sleepy' blood is included and the 
practice of medicine is not excluded. 
The doctor then becomes the leader and assumes the 
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'right' to 'formal' authority only by the consent of 
the patient to be led; he is expected to coordinate the 
group effort. 
Purpose, Precision, and Procedure. The first re-
sponsibility o~ the leader-doctor would be to de~ine 
the objective to the extent that the patient-follower, 
who will participate in the effort, will understand, 
believe in, and become an active partner in its achieve-
ment. Obviously, whatever gi~ts or techniques in the 
art of communication the doctor has at his disposal 
would be utilized in this 'de~ining' process. A simple 
example of the versatility needed by today's doctor'in 
applying this principle could be found in describing 
the purpose and procedure of the reasonably simple 
Neilson method of artificial respiration to a recently 
implanted foreign person, a dea~, elderly lady, a re-
sent~ul truck driver, or an unwilling stamp collector. 
------,y-----~-~------= 
Assuming that the doctor-leader and patient-follower 
know where they wish to go, the next basic principle 
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would involve a doctrine of procedure which, in short, 
tells the follower the best way to get there. This be-
comes the 'strategy' -- the methods by which the goal 
can be realized. An example of this principle might be 
the scheduling of periodic appointments to do specific 
tests for the detection or prevention of cancer or heart 
disease. Whatever the procedure, the patient-follower 
has to have a clear idea of that which is involved to 
reach the defined objective. 
It might be assumed that the 'group effort• is ready 
to move. However, several decisions would be made at 
this point which will effect the success of the goal 
attainment. 
Proxy, Participation, and Percipients. There will 
be a particular type of leadership which will do most to 
inspire a particular patient-follower along the route 
to the goal with a minimum of difficulty and a maximum 
of efficiency. It would seem obvious that the doctor-
leader can not provide the right kind of leadership 
for all the types of patient& he encounters. Therefore 
this fact should evolve into the realistic delegation 
of part of his authority to what could be the patient, 
a husband, a nurse, or another doctor, depending on 
the circumstances and the patient's disposition. 
-
!!- 71 It becomes the simple extension or supplementation 
of part of his responsibility to another who is dedicated 
to the same goal and understands the same procedure for 
'getting there'~ But, this specific function is definite-
ly 'conferred' and not just 'allowed to take place'. 
Essentially the leader-doctor has analyzed the 
abilities of those who will receive part of his authority. 
He can not, for example, in fairness to his patient-
follower delegate authority to a leader who will assume 
none of the responsibility, or to a leader who will at-
tempt to assume all of the responsibility. The ideal 
lies in between. 
Such decisions by the doctor will effect the amount 
of participation by the follower and were made in part. 
with this purpose in mind. Just as the Kenny treatment 
for infantile paralysis demands full participation for 
a successful therapy, so too does his organization have 
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to utilize this basic principle. It prompts the truism 
that a patient-follower can not and will not be 'saved' 
from the outside; he must have a hand in 'saving' him-
self. 
Much of the degree of participation by the patient 
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will depend on the doctor1 s delegation of responsibility 
to those who can best inspire participation by the 
patient. There should be no serious confusion on the 
part of the doctor in enlisti~g such aid. It could be 
that between he and the patient it can be realized. 
However, the doctor has been literally besieged with 
methods and aids to help him accomplish this principle. 
Such techniques as personal health records by the patient, 
suggested reading, helping another patient, or planned 
opportunities for discussion have poured across his desk 
from the American Medical Association, health organiza-
tions, pharmaceutical houses, and insurance companies. 
The decision of which method o~ technique to use 
with a particular patient is up to the physician. Proper 
methods of communicating and inspiring participation are 
being used every minute of each day in other fields and 
certainly could be emulated by more in the medical pro-
fessiono These methods range from 'bill inserts' to 
'bulletin boards', and all are aimed at the vital parti-
cipation of the follower. The doctor has at his disposal 
the aocumulated~ealth of information by the Public Re-
lations Departments of the American Medical Association, 
industry, pharmaceutical houses, and, yes, government, 
all of whom, would be most happy for the doctor to tcon-
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fer' a sensible part of his 'authority' on them. 
Particulars, Parallels, and Phenomenon. The doctor-
leader as coordinator of the 'group effort' toward the 
mutually understood objective is among other things 
responsible for the efficient management of such things 
as time and finances, each of which presents its 'goal', 
definition, and doctrine of procedure for those involved. 
Some followers will be better suited for and should be 
invited to seek a different 'group effort'. It happens 
in every other field and certainly happens in the doctor-
patient organization. Suffi.ce to say these and many 
other 'coordinated' activities indicate the true nature 
of what might be considered a relatively simple relation-
ship. The doctor-patient relationship by virtue of its 
scientific purpose alone, becomes an extremely complex 
organization that must adhere to the same basic principles 
of organized effort that the AMA, CIO, or GMC has to use 
in a greater or lesser degree. 
One more basic principle should be considered. Stalin 
had an organization, the u. S. Army has an organization, 
the Church, government, and business have their organiza-
tions. The methods used to make these groups move to-
ward certain goals are varied in effect and purpose. Of 
all the historical methods used to gain follower partici-
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pation that method which has depended upon the voluntary 
exercise of individual responsibility and 'enlightened' 
self-interest seems to have been most successful. 
Prospecters, Peradventure, and Promise. In this 
study much about business leadership was emphasized be-
cause the businessman has already experienced much of 
what the doctor may encounter on the road ahea.d. The 
.businessman seems to be practicing these principles of 
organization with much success after a long and bitter 
experience of what seemed to be complete failure. 
It should be stated that any comparison between the 
businessman and the doctor does not imply that these 
two 'leaders' are completely similar. 
For example, the most distinctive professional 
'condition' which the doctor must consider is the almost 
automatic belief by the citizenry that he is a 'public 
servant'. The Hippocratic Oath to which he is pledged 
and so proudly displays in his waiting room likens him 
in the public mind to a clergyman or priest. This mantle 
of respect is never lost. Should he go to a dinner party 
or take a cruise, he is still a doctor and if seated 
beside a lawyer, captain, or prince, each one, upon dis-
covering 'this is a doctor' would be quite likely to 
seek a medical opinion about painfUl corns or infested 
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pimples. But, this is the position the doctor has taken, 
and he, as difficult as it might be, has to expect it, 
endure it, and finally accept it. 
However, when comparing the businessman and the 
doctor in their use of basic principles of organization, 
directed toward the general public, the two are o~ com-
mon ground. 
It was shown how the business leader without re-
gard to the public followers went unchecked to the early 
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1900's and then with the utrust bustingu activities of 
government, assumed the philosophy uthe public will be 
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pleased but fooledu. They gave many philanthropic grants 
and gifts but carried on in much the same manner as be-
fore. The great depression of the 1930 1 s shattered, 
among other things, that philosophy. Out of this came 
the realistic idea that the public must be at least 
partially educated in order to "help business solve its 
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own problems". Businessmen then had to accept the 
fact that they would be subjected to the regulation of 
and partial control by the government, and would be the 
'whipping boy' for some time to come. Business, however, 
58 N. S. B. Gras, £E• cit., p. 24. 
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'reconditioned' its attitude toward the public at large 
and seems to be emerging into an era of dv.namic leader-· 
ship once again because of it, if the 1952 election 
could be cited as a criterion of success in this direction. 
In comparison, the doctor, too, has been a 'rugged 
individualist' and has gone largely unchecked. In the 
face of the recent and future battle against compulsory 
medical care, it might be·easy to adopt the attitude 
'these patients vote, so let's please the patient, but 
fool him'. Governmental intervention could be likened 
to a scientific 'great depression' and in order to 'ex-
plain' the forever growing costs of compulsory health, 
the doctor most assuredly would become a new 'whipping 
boy' •. Because of the idealistic and ethical nature of 
the doctor's mind and a fervent belief in his own direc-
tion, he too would 'recondition' his attitude, and the 
philosophy 'the patient must be educated to help medi-
cine to solve its own problems' would be created. 
It would be a pity to wait that long and go through 
that much to understand what should now be a simple reali-
ty. 
Here is the fabric called the doctor-patient.re-
lationship with its still incomplete border of human 
relations. Although contrasting in strength and weak-
77 
ness, color and design, roughness and smoothness, the 
fabric holds much promise for the protection of the 
wearer depending on the direction and attitude of the 
medical weaver; for he, at the moment, is the only one 
who can render it most comfortable and utilitarian for 
all, who, at one time or another, will have to wear it. 
'I I 
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